A chy, substernal chest pain that radiated to the jaw. A textbook story. Mr. F demanded IV narcotics as its only remedy. He was from "away." His entire medical history was per his own report. His story was not clear. He apparently had two diseased coronary arteries that were "ballooned" with or without stenting.
Upon cardiac catheterization, we learned that our initial suspicions were correct: Mr. F had only nonobstructive coronary disease and lacked a cardiac cause for his presentation. My intern Lucy asked whether I would accompany her for his discharge given his behavior over the previous several days. I, of course, obliged.
We entered his room and shared the news with him.
"I'm not leaving today," he said. "Well, sir, your angiogram was normal. Now that we have ruled out an issue with your heart and you are pain free, we feel that you are safe for discharge with outpatient follow-up," I stated.
His brow furrowed, and he began to frown. "The doctor yesterday told me that I could stay today," he retorted.
"Unfortunately-," I started to speak as the anger welled up in his eyes.
"I am not going anywhere!" he exclaimed. "I was told I could stay, and I don't care what you have to say!" The scene quickly became tense. Mr. F began hurling expletives at us. "Sir, there is no need to scream or curse. We are only trying to help," I responded.
"Get out of my room! Get the fuck out of my room!" he screamed, sitting up forcefully and swinging his hands. I felt my temperature rise, the adrenaline hitting me at full force.
I turned to Lucy and said, "Let's call security." As Lucy and I made our way to his door, the patient screamed, "I'm not playing your fucking nigger games!" I paused.
Had he really just said what I thought I heard? My heart was nearly pounding out of my chest.
I was filled with anger and disbelief. We ran back to the team room.
Ten years. Ten years of training, starting from college to medical school to residency. All those years to earn that white coat, and to him, I was just a nigger.
"Call security!" I exclaimed. "Call the charge nurse! Call risk management!" I settled instead for my program director. He shared my shock and emotional mix of sadness, anger, and fear. "In all my years as program director," he said, "I've dealt with both implicit and explicit bias.
I've addressed bias related to gender, race, age, and hierarchy. But I have never dealt with the N-word until now." In my distress, I watched him find a level of equanimity similar to that seen in experienced physicians during medical emergencies. He clasped his hands together and leaned across his desk toward me, and we debriefed on the history and started formulating an assessment and plan.
He repeated back to me, "Mr. F had been harassing nurses and demanding narcotics. He had completed a thorough evaluation of his chest pain, and he was ready for discharge. Was he delirious or demented? No. Did he have a severe personality disorder? Maybe. Does it soften the blow when a possibly borderline and opioid-addicted patient says the N-word?"
He paused and waited me out. Both of us, as persons of color, silently shook our heads "no."
We discussed the options: Discharge the patient against his will regardless of readiness; document some version of "racist" in the chart; or just tell the patient, "If you do that again . . . ." We felt exempt from our oath to Hippocrates, because the patient being ready for discharge let us off the hook.
We might have gone into the patient's room, condemned the act, and drawn the line in the sand. Our country has been dealing with racial bias anew-in the criminal justice system, immigration, and academic medicine. The history of hate embedded in the N-word ran long and deep and painful. Instead, we both agreed to discharge him immediately, to get rid of his hate.
A week or so later, at the first opportunity, my program director met me for dinner off site. (There are still a few program directors who do this.) We had hardly been seated when he broke forth with compassion and support that I had never before experienced in my training.
"There will be more of this," he said grimly, "just as horrendous as this one. Here's what I have already put into place, and I want your feedback and any suggestions you may have. Next time, there will be an immediate debriefing and emotional support for the trainee. I will have experienced faculty from underrepresented minority groups able to step in at the ready. We will debrief those learners who have witnessed the incident. We'll involve risk management and encourage teams to walk in the room and give clear language to the offending patient that racist language is unacceptable behavior.
"We will give every consideration to listing the abusive behavior as a personality disorder, adding it to the problem list with annotation. Support the trainee. Recognize that a patient-centered approach does not excuse verbal or physical assault. Call out racism, whether a patient is demented, delirious, or not. Always support the trainee."
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I said little in response. My every feeling was validated. It was as though the respected rabbi, the senior philosopher, and the Zen master had said to me in an even, measured tone, "You have every right to feel this way."
In the ensuing months, we made a point of organizing a conference on the topic of explicit bias. Sharing my experiences with my residency colleagues was especially cathartic. The conference was called "White Coats, Black Doctors."
However, I knew that even if I did achieve the level of full professor, no coat would ever be white enough to overcome my black skin in some patients' eyes.
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